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IT has been l~id down in an English cour~ of law that  
sterility is not a disease, and ir is no doubt presumptuous 
on my par~ to question the truth of such a finding. 

I cannot,  however, subscribe to such a dictum, for to 
me sterility has always presented itself a s a  very serious 
disease. Ir is often the most important ,  and s t  t imes the 
only, indication of grave abdominal disorder. The follow- 
ing case, which is at present under my observation, bears 

this out : ~  

CASE. Mrs. R., aged thir~y-five, has been married three 
years and is sterile. In October, 1910, she was curet~ted by 
a gynsecologist in this city wit, hout effect,. In  May, 1912, 
she carne under my care, and save for ah elongated cervix, 
I could find no abnormality. I again curet, ted, and per- 
formed a Dudley's poste¡ division. In October she wrot~ 
to me to say that  she had not become pregnant, and had 
menstruatod on one or two occasions heavily. She again 
consuI~,ed me las~ May, and I still could not find any pal- 
pable disease. Her condition of sterility greatly troubled 
her, and aŸ t~his int~erview she ment, ioned Ÿ har she had 
suffered eigh~, years ago from glands in the neck and per- 
sistent cough, whioh had last~d for one year. There were no 
lung complicat, ions ~hat, I could discover, bu~ bearing in 
mind ~he possibili~y of tuberculous salpingitis, I suggest~d 
Ÿ ha~ ~,he cause of her st~rili~y might, be found in sealed 
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Fallopian tubes, and ghat this eondRion eould nog be 
diagnosed or the cure agtempted wighoug ~he performance of 
an abdominal section. 

Early in Oetober she wro~e to inform me thag she had 
determined to undergo this operation, and on Ocgober 24~h 
I opened her abdomen in Steevens' Hospit~aI. On t, he pre- 
vious day I made out un ilI-defined resistance on the ¡ 
side of the uterus, and informed the students thaf,, in spit~e 
of the absence of eharaeteristic signs of disease, I thought 
i~ more than likely I would meet  wigh ghe condRion of 
salpingitis. I was, however, ugterly unprepared for the 
extensive disease which I encountered. 

The uterus Iay in an~eflexion and was quite mobile, though 
ir was attaehed to the intestines on its Iower and cervical 
portion by numerous adhesions. The right tube eontained 
semi-purulent fluid, was eonsiderably thieker ghan the 
thumb, was stretched ou~ to more than twiee its normal 
length, and had its fimbriated end dipped deeply into the 
pelvis and firmly agtached to the rectum. Ir  and the ovary 
a~ the same side were enveloped in firm adhesions, connected 
in chief part with the small ingestines. A• each ex~remigy oi 
the tube there was a prominent and bulging mass of caseat- 
ing mate¡  showing yellow beneath ghe peritoneum. The 
other tube, ghough not so severely diseased, was filled with 
easeous ddbris for three-fourths of its extent, and the corre- 
sponding ovary was hard, 
functioning. In addi~ion, 
parietal and visceral, was 

cirrhotic, and apparent~ly not 
the whole peritoneum, both 
thickly studded with miliary 

tubercles. There was no asciŸ fluid. 
The removal of the right tube was a ma~ter of great diffi- 

culty. Adhesions would not break, and had bit by bit to be 
severed with scissors. Whilst  doing this I obtained great 
assistance from the use of long scissors and forceps and the 
employment of the reflector, which I show. Passing of a 
stout suture through ~he fundus of the uterus, so as to pull 
tha~ organ up and fix ir, rendered a diffieult task possible. 
Such sutures cause little bleeding, and inflict much less 
injury on the ut~rus than a pair of bullet forceps o r a  rol- 
sella. The ~ube had penetrated the rectum down to it~ 
mucous lining. Its removal left a punched-ou~ cavit~y in ~he 
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rectum, which was closed with catgut. The other tube was 
als9 resected, the cirrhotic ovary left behind, and some little 
oozing which continued from a rather extensively denuded 
surface was packed with iodoform gauze, the end of which 
w a s  brought out at the lower angle of the wound. This 
gauze was left in for three days, and its place then taken by 
a Kocher's glass tube, which had only to remain in for two 
days. The patient's convalescence has been uninterrupted, 
and I have every hope that the progress of the tubercuious 
disease has been arrested. The gauze served the purposes of 
arresting hmmorrhage, draining the abdomen, and isolating 
the raw and possibly infected regions from the general peri- 
toneal cavity. 

In reviewing the history of this case, two points of 
special interest arise. The first concerns the limited 
utility of bi=manual examination, and the other the treat- 
ment of sterility in the absence of palpable abnormalities. 

Ir is unpleasant to have to admit that a gyn~ecologist 
cannot at all times correctly interpret the abnormalities 
which he feels, but, worse still, that he may acLually fail 
to detect the evidence of gross disease. 

In saying this, I am aware that i lay myself open to 
ah obvious crit icism~namely, that such oversights must 
properly be attributed to a want of tactile skill. Those 
who think that such an argument covers the whole field 
of controversy are welcome to obtain as much satisfaction 
as they are able from its employment. I can only urge 
that my errors have not arisen from want of practice, and 
that I have had greater opportunities of verifying my 
diagnosis than those who, disapproving of ventral suspen- 
sion, adopt other, and what I may term blind, methods 
of fixing the uterus in its normal position. The advocate 
of pessary treatment will naturally have little opportunity 
to check his diagnosis. 

Looking at the specimens and noting the admissions 
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mude concerning them, ir would seem almost inconceiv- 
able tha~ ~hey could have escaped observation, and this 
aspect of the question cons~itutes to me by far the most 
interesting part of the c~se. 

Text-books of gynmcology contain much information 
~s to the conditions c~pable of diagnosis by bi-manual 
examination. I c~nnot recall any work in which r~ sys- 
tem~tic endeavour has been made to tabulate the diseases 
which cannot be so discovered. A few of these may be 
mentioned. 

Ovaries are often enveloped in a dense or thin mem- 
brane, which suffices absolutely to prevent the escape of 
ora, and yet this condition gives no palpable sign. Normal 
tubes are so soft, and approximate so closely in con- 
sistence to Ÿ of the surrounding intestines, that they 
can rarely be palpable. Fallopian t ubes can undoubtedly 
be felt in the majority of women examined, but these 
women do not come for examination unless they believe 
themselves sufferers from pelvic disease, and in most in- 
stances, indeed, they are suffering to some degree from 
interstitial salpingitis. Such inflammation is frequently 
found in connection with patent Fallopian tubes and 
normal functioning ovaries, and many of these women 
pass through normal pregnancies and labour. Ir is best 
for the gynmcologist to ignore such slight signs of 
disease. 

No difficulty arises in feeling a tube which is tense with 
fluid, for ir the fluid contents do not approach ~o its fullest 
capacity, and ir at the s~me time the walls are soft, ii is 
not possible to make an exact diagnosis. The removal of 
such a tube from its normal position by the dipping of Rs 
fimbriated end into Douglas' cul-de-sac makes the chance 
of its cletection more unlikely, and particularly is this so 
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if, in consequence of elongation, it permits the uterus to 
remain in its normal position. 

Sub-peritoneal myomata may escape observation, even 
though they attain the size of a small egg. This is most 
likely to happen in the very obese, but if the myoma is of 
the soft variety, approaching in consistence to that of the 
uterine wall, it easily escapes observation. Miliary tuber- 
culosis without adhesions, and occlusion of the tubes with- 
out distension, cannot be detected. 

I t  is a fortunate circumstance that retroversion very 
often is associated with sterility, and the cure of the dis- 
placement by abdominal section affords the opportunity 
of observing and rectifying many previously unobserved 
abnormalities. In the absence of retroversion, is it justi- 
fiable to open the abdomen when no disease has been 
detected, and after the usual procedures, such as curettage 
and dilatation of the cervix, have been given a fair tria], 
I believe ir is, and that the cause of sterility will be dis- 
covered thereby in the majority of cases. 

The question now arises as to the best manner of deal- 
ing with diseased parts when found, and in this respect I 
fear our procedure is at present crude. The rules which 
I endeavour to observe may be simply stated, namely : 
To remove the diseased structures. To open the lumen 
of the tubes. To retain uninjured as much normal tissue 
as possibie. To stop all oozing of blood. To bring the 
resected ovary and tube stump into as close proximity as 
possibl e, and to tuck both away in a manner which will 
expose them least to adhesions with the intestines. 

My former assistant at the Rotunda Hospital, Dr. 
Solomons, reminds me that in one of my cases pregnancy 
occurred, notwithstanding the removal of the fimbriated 
~mds of both tubes. In general, however, I believe that 
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the fimbriated ends constitute an important factor in im- 
pregnation, and that no trouble is too great to be taken in 
order to preserve them. Ir frequently happens that their 
~dherent walls can be separated, and their lumens opened 
by the passage of a probe. The probe can very easily 
make for itself a false passage, and this accident should be 
guarded against as lar as possible. 

Ah occluded portion of tube can be resected, and the 
p~rts again united, by encl-to-end anastomosis. Such an 
anastomosis is difficult to perform because of the narrow- 
ness of the tube. Ir is best to secure approximation by 
line catgut sutures passed through the peritoneal covering. 

There is, unfortunately, n(~ guarantee that the work 
will last and that adhesions will not rapidly re-form. In 
severa] instances in which I have had occasion to re-open 
the abdomen, I have been disappointed to final the tubes 
again sealed. To prevent such an occurrence i have more 
than once stitched the ovary directly into the tube-mouth. 

The chance, then, of permanent cure resolves i~self into 
the avoidance of re-formed adhesions. These are due to 
irri~ation, and the commonest source of irritation is sepsis. 
The more perfect the operative arrangements are, and the 
more gently the tissues are dealt with, the less likelihood 
there will be of adhesions forming. 

If the abdomen be filled with aseptic saline, ~dhesions are 
to some extent prevented. Sterile oil has been suggested 
for the same purpose. I have not myself used ir, for there 
does not appe~r to be much enthusiasm expressed as to it s 
usefulness ~mongst those who have. Goldbeaters' leaf 
and sterile animal membranes have been advocated a s a  
means of preven~ing adhesions, and I have often wondered 
Ÿ these substances could be successfully utilised by 
wrapping them around the ovaries and tubes, and so pro- 
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curing a free passage for the ova. Again, I have thought 
I;hat strands of catgut left in the tube so as to protrude 
through the fimbriated end might keep the latter patent, 
and provide a channel of communication between it and 
�91 ovary. Much harm can be done by roughly swabbing 
the peritoneum, and wipes moistened in hot saline solu- 
t~on will do less injury than when employed dry. 

SIR WILLIANI SMYLY said that  the paper called attention 
6o several points of considerable practical imporbance. The 
first was that  steriiity not infrequently depended upon con- 
ditions which could not be diagnosticated by palpation alone, 
and could be detected only after the abdomen had been 
opened. Therefore, in cases in which ir was considered ad- 
visable to operate for the cure of backward dŸ 
of the uterus in steri]e women a methoct in which the 
abdominal cavity had to be opened would be preferable to 
one in which ir had not, and for that  reason he had latter]y 
adopted a modification of Gulliam's method of shortening 
the round ligaments in preference to Alexander's. The next 
point raised in this paper was whether one would be justified 
in going even fur~her and recommending ah abdominal 
operation in a pa~ient who, excepting sterility, had no 
syxnptoms whatever. Under certain conditions he agreed 
wibh f, he author of the paper that  we are. As to uniting the 
severed ends of the tube after resection, he feared that  a 
s~ricture would occur. 

DR. SOLOMONS regarded sterility a s a  disease inasmuch as 
in those cases where there was no definite pathological 
lesion ~here was often such a diseased sta~e of mind that  
the patient was const, itutionally ill. The question of sterility 
appeared to him a very difficult, one so lar as t reatment  was 
concerned. According to statistics collected by Brickner 
and published in Surgery, Gyncecology, and Obstetrics, 
November, 1911, r operation of posterior division of the 
cervix gave only a 27 per cent. cure of sterility. Ir curer 
and posterior division have failed to cure sterilit, y, and there 
are no pathological conditions palpable, he asked should we 
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persist in subjecting a woman to laparo¨ for fur~her 
diagnosis without first ascertaining whether the male was the 
cause ? As regards palpation of the tubes, ir the tubes could 
be felt very distinctly some disease is always present. 
Referring to retroversion and retroflexion, he always con- 
sidered tha t  retroversion alone without retroflexion is always 
associated with tubal disease. He thought tha t  drainage 
with gauze in tubercular cases was better  carried out through 
~he posterior fornix instead of the abdominal route, with it~ 
at tendant  risk of sinus formation. He understood I)r. 
Tweedy to say tha t  he had not much success with resection 
of the tubes. He (Dr. Solomons) remembered a case in 
which Dr. Tweedy resected both tubes, and the patient 
afterwards became pregnant. 

DR. GIBBON FITZGIBBON said that  in one case in his ex- 
perience with retroversion of the uterus the on]y symptom 
was sterility. He could not make out anything wrong, but 
on doing a laparotomy he found both tubes diseased in the 
entire length, and he decŸ to remove them. This, he con- 
sidered, bore out Dr. Tweedy's  opinion that  for retroversion 
the operation Of opening the abdomen to see the state of the 
tubes was desirable. He also added tha t  frequently the 
tubes are at fauIt in tases of sterility, even when nothing 
very definite can be made out. In another case he had 
found very dense adhesions in both tubes. The likelihood of 
recrudescence of disease made one think their resection was 
of little use. He thought f, hat  in a number  of cases the 
cause of sterility was in the tubes in the forro of disease or 
occlusion. 

THE PRESIDENT said tha t  a good deal had been heard about 
displaced uterus and the fixing of same in a correct posif, ion, 
and ir appeared to hito that  all the methods had advantages 
�9 nd disadwntages, Failure, he considered, was bound to 
follow ir the round ligament was shorbened and pregnancy 
aiterwards fook place. The same observation applied ir the 
thin supports obtained failed to be of use in subsequent preg- 
nancy. The paper opened up a question as to the different 
methods of draining the abdomen; theoretically he con- 
sidered f, he vagina shouId be the correct method. The use of 
moist sponges and care in using them was of more imlmrt- 
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a n c e  ~han we have been accustomed to think, as the less the 
intesf, ines are handled f, he better for the patienf,. He hoped 
to hear Dr. Tweedy dealing with secondary ste¡ on some 
future occasion. He considered the cause of secondary 
s~erility of even more importance than primary sterility. 

DR. TWEEDu in replying, said before any serious operation 
was underfaken he considered the sferility or otherwise of 
the male should be ascertained. He only casually mentioned 
ventral suspension, but the discussion on f, his operation he 
considered of much interest. He thought that  any one would 
be encouraged to open the abdomen in a case of one chiId 
sterility. He was aware f, hat sterility was a symptom of some 
other disease, but for the mat ter  of tha t  so was club-foot, and 
yet all do not~ speak of the l a t t e r a s  a mere symptom. End- 
to-end anast~moses Sir William Smyly thought might cause 
stricf, ure. He (Dr. Tweedy) was not, in a position to say 
whe~her this does or does not do so, but  epithelium has great 
att, raction for epithelium, and ir was well known that  in 
cases where the tubes had been tied pregnancy had followed, 
thus showing the capacity of the tubes for becoming patent.  
He considered the sugges~ion of insufflation an excellent one, 
and warned those present against making false passages with 
the probe. :Referring to the objection to drainage through 
f, he abdomen he preferred the abdominal to the vaginal 
method. He never expe¡ the formation of any sinus 
~hat persisted for more than sŸ weeks. He never had a 
hernia following a gauze drain, and in six weeks ir, is almost 
impossible to see where the gauze had been placed. 




